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The Doctor In His Relationship 


To His Community 


W. L. Pressty, M. 
Due West, S. C. 


I am here today not in a personal or individual but 
rather in a representative capacity. In accepting the 
award from the American Medical Association, I 
stated that I did not regard it as that which had come 
to me personally, but to me as the representative of 
the 130,000 General Practitioners. To be the repre- 
sentative, even for a short time, of this company of 
splendid men gives one a feeling of great responsibil- 
ity. For, while I personally am not important, this 
group which for a brief period I represent, is impor- 
tant. It is an integral and essential part of the Medical 
Fraternity and from year to year renders a conspicuous 
service in its ministry to suffering humanity. 


Frequently in this day we are reminded that the 
horse-and-buggy days are gone, and that the old- 
fashioned country doctor exists only as a memory. In 
one sense this is true. Many things that characterized 
the life of the horse-and-buggy doctor have departed 
with the horse and buggy. Life with us today moves 
too rapidly for the doctor to spend all day with one 
patient and all night with another—in each case serv- 
ing as both doctor and nurse. Likewise good roads, 
modern communications, modern conveniences, and 
easy access to well equipped hospitals have made it 
unnecessary “to perform operations by candlelight 
and under the crude conditions of country homes 
where almost any case was an emergency.” In like 
manner our modren educational system has brought 
the advantages of High School and College Education 
to vast multitudes. Hence, the doctor is no longer one 
of the few educated men in the community and, con- 
sequently, he is not expected to counsel and advise 
along as many lines as formerly. In these and other 
respects much that characterized the ministry of the 
country doctor has passed. 

However, let us not think that all that characterized 


® Recipient of the annual (1948-49) General Prac- 
titioner’s award of the American Medical Association. 
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his life has passed or should pass. Many things that 
were strikingly manifest in his practice we today 
should seek diligently to perserve. In an editorial in 
the Halifax Gazette regarding the late Dr. I. K. 
Briggs of South Boston, Va., described as “One of the 
few country doctors left,” some of the abiding things 
we need to cultivate are made clear. I quote: 

“Dr. I. K. Briggs, a servant of the people, passed on 
to eternal sleep Tuesday. The man and his little black 
bag, moving silently and unpretentiously among his 
people, healing wounds and mending broken bodies, 
bringing health and hope to thousands—he was ac- 
cepted as much a part of this community as the time- 
worn landmarks that identify this community as home. 

“He was more than just a doctor. Ask anyone of 
thousands about that. Neither storm nor darkness 
dettered him from calling on those who needed him. 
Nor did his personal comfort and health count for 
much when it came to fulfilling the mission to which 
he had dedicated his life. He was literally worn out 
before his time because others needed him more than 
did the demands of his own well-being. If there was 
sickness or injury, Dr. Briggs was ever ready to ad- 
minister the fine knowledge he possessed of the cura- 
tive powers of medicine and surgery. 

“His life and nearly all of his energy was dedicated 
to the ministry of healing the sick and wounded. 
Other things were trivialities to him. There were so 
many who needed him and he could not escape a 
deep sense of responsibility to them. How seldom 
does one find such consecration to duty. Yet, withal, 
he was a lovable person.” 

Here, as we see, this editor makes emphatic, certain 
abiding characteristics. His interest in and love for 
the people among whom he lived and to whom he 
ministered; his unselfish, self-sacrificing devotion to 
duty, ever placing another's needs above the demands 
of his own well-being; his recognition of the claims 
of obligation and responsibility — these were the 
thoughts uppermost in the minds of men long after 
“the sunny beaches and the tantalizing blue waters of 
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the great beyond” had beckoned Dr. Briggs. 


These words “obligation” and “responsibility” 
should never be lightly pushed aside. They apply to 
the community in its relation to the doctor as well as 
to the doctor in his relation to the community. 


The community discharges its obligation in part, at 
least, by the special privileges granted to the doctor. 
The doctor is allowed to practice in a manner he be- 
lieves to be wise, without restraint of direction. His 
statement as to the cause of death is accepted without 
question, A simple statement from him that a juror, 
a witness, or even the defendant is too sick to con- 
tinue, is sufficient to postpone or even stop a trial. He 
is not subject to jury duty, and he is not criticized if, 
instead of going to church, he sits in the staff room 
and chats with his colleagues during the church hour. 
During gasoline rationing, he set his own figure as to 
his needs, and he was not too harshly criticized if he 
fudged a little and used his car for a little unnecessary 
pleasure driving. 


Too, the community gives to the doctor its confi- 
dence and respect. He is entrusted with the most 
intimate details of the personal and family life of his 
patients. Indeed, the most sacred interests of their 
lives are entrusted to him. They respect his judgment 
and listen with approval to his opinions. His fellow 
citizens are hard to convince that he is not the kind of 
man they have come to expect in the profession of 
medicine. It has come to be and it still continues that 
these privileges, this respect and indulgence are 
recognized obligations of the community to its doctors. 


Then, there are other privileges which are not so 
widely accepted by the layman but are becoming 
more universally demanded by the profession. These 
have to do with the matter of charges for services, 
hours of work, vacations and choice of patients. These 
have to do also with educational and cultural op- 
portunities and with physical equipment for the 
widest and largest use of their. technical skills. The 
well-trained, conscientious doctor may reasonably ex- 
pect of his clientele that they realize he is not selling 
commodoties, but is dispensing to rich and poor alike 
a highly specialized service. In order to render this 
service to the poor in the most effective way it is 
necessary that there be adequate and accessible hospi- 
tals. These are privileges which have to do with the 
material aspect of the business side of medicine. And, 
while essential, we must confess that they tend to slip 
in between the doctor and his one time adulating pub- 
lic. 


As one of my doctor friends expressed it, “there is 
a great danger because of the doctor becoming so 
economic conscious, so intent on providing well for 
his family both before and after his death, so de- 
termined not to be taken in by the dead-beat, so care- 
ful to guard his health by adequate unbroken sleep, 
by regular afternoons off, by periodic vacations, and 
ultimately to postpone an early death by that great 
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destroyer of physicians, coronary disease, that he 
ceases to be a servant of the people to be turned to 
in time of trouble and becomes instead, a public 
utility, without government supervision or regulation. 
And when that time comes, the doctor relinquishes 
his eminence, gives up his hero worship, and comes 
to be grumbled at and against, just as is the trans- 
portation system or the telephone service.” 


Hence, we should be honest with ourselves and 
with one another as we face the truth that the doctor, 
in exchange for his privileges and his adoration must, 
if he would retain this attitude peculiar to his profes- 
sion, recognize that he too has obligations of a very 
definite character to his community. 


No doubt, it was with this idea in mind that the 
2nd annual meeting of the World Medical Association, 
held in Geneva in September 1948, sought to revive 
the old oath of Hippocrates. This old oath has been 
somewhat revised and now has the name of Geneva 
associated with it. It is to be made available in the 
appropriate languages to all the doctors of the world. 
Furthermore, it is believed that its acceptance by the 
oncoming generations of doctors in every land will do 
much to raise the standard of medicine throughout 
the world. Here is the ten point oath which is ad- 
ministered at the time one is being admitted as a mem- 
ber of the Medical Profession: 


1. I solemnly pledge myself to consecrate my life 
to the service of humanity. 
2. I will give to my teachers the respect and 


gratitude which is their due. 

3. I will practice my profession with conscience 
and dignity. 

4. The health of my patient will be my first con- 
sideration. 

5. I will respect the secrets which are confided in 
me. 

6. I will maintain by all the means in my power, 


the honor and noble traditions of the medical 
profession. 


My colleagues will be my brothers. 

8. I will not permit considerations of religion, 
nationality, race, party, politics or social stand- 
ing to intervene between my duty and my pa- 
tient. 

9. I will maintain the utmost respect for human 
life, from the time of conception; even under 
threat, I will not use my medical knowledge 
contrary to the laws of humanity. 

10. I make these promises solemnly, freely and 

upon my honor. 

(Quoted from the first issue of the “World 

Medical Association Bulletin.” ) 


This is a very searching oath. By it very definite 
obligations are imposed. By it the Medical Profession 
is challenged to set for itself a very high standard. 
Guided by its principles the doctors would be 
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strengthened in fulfilling the obligations that rest ever 
upon him. 

But the obligations of a doctor are not confined 
wholly to those in line with his profession. He is also 
a citizen. He belongs to the best educated, the best 
trained group, in any community. He has been trained 
to leadership, to think logically, to make quick de- 
cisions based on observation and logical deduction. 
Such a one owes it to his community to use those 
powers in community betterment in other realms be- 
sides that of medical care. And as the doctor grows 
older, having left behind the long years of training 
in school, in hospital and in early practice; having so 
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served through the packed and crowded years of pro- 
fessional maturity as to win the confidence and esteem 
of his fellow citizens, he is better able to make his in- 
fluence count in the things that strengthen and build 
the community. Released from some of the duties 
that bound him, he should give more of his time, his 
energy and his ability to becoming a great citizen and 
thereby help to make of his hometown a great com- 
munity. He who is permitted so to do need never 
fear the changing attitude of the people toward their 
doctors. Best of all he will find his life filled with 
those “durable satisfactions” which are the by- 
products of a work well done. 


Cancer Of Uterus 


J. R. Youne, M. D. 
Anderson, S. C. 


This talk on cancer of uterus does not profess to 
be a discussion of that subject on conventional lines. 
It is rather a partial report by the Chairman of Cancer 
Commission on the progress that is being made in our 
state by the Cancer Division of State Board of Health 
in treating cancer of the uterus. I am making this 
talk at the scientific session rather than before the 
House of Delegates because I believe the subject 
merits our very careful consideration. In making this 
talk I hope to accomplish the following: 


1. To impress on our minds that in our state cancer 
of the uterus is the most common cause of cancer 
death in the female. For the five year period 1943- 
1947 there were 1193 deaths from this cause, an 
average of 238 each year. During the three day session 
of this medical meeting two women in our state will 
die from cancer of the womb. 

2. I want the members of this association to under- 
stand fully the handicap we are taking when we ac- 
cept for treatment the advanced cases of cancer of the 
uterus that we are now seeing. So long have we 
thought of cancer of the uterus in terms of foul dis- 
charge, uterine bleeding, pain, secondary anemia, 
weight loss, etc. that we forget that none of these is 
a symptom of early cancer. The handicap that the 
surgeon has in treating such a case is analogous to 
that he has in treating acute appendicitis after the 
appendix has ruptured; or in treating pulmonary 
tuberculosis after cavitation. Just as the mortality of 
acute appendicitis and tuberculosis has been brought 
down from a distressingly high level to a low level 
by selling the medical profession and the public on 
the necessity of early diagnosis and prompt treatment, 
so it now appears, must the medical profession and 
the public be sold on the absolute necessity of early 


(Paper presented at Annual Session South Carolina 
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diagnosis and prompt treatment of all types of cancer. 
The weapons we now have—radium, x-ray and _ sur- 
gery are effective only if applied reasonably early. 

3. The third and most important reason I have for 
presenting this talk is to impress on our minds, particu- 
larly upon the minds of us older men, the significance 
and implications of the phrases, carcinoma in situ, 
epithelial carcinoma and non invasive carcinoma. 
These expressions, which are comparatively new in 
medical writings, emphasize the fact that for a time 
cancer is a purely local disease. According to the 
opinion of Pund and others cancer may remain non 
invasive for several years, perhaps three to ten. It be- 
comes at once apparent that the opportune time to 
diagnose and treat cancer of the cervix is during this 
period that the disease remains local. The diagnosis 
cannot be made in this stage of the disease by vaginal 
examination alone. Such an examination may reveal 
an eroded cervix but more apt than not such a cervix 
will not be malignant. The overwhelming weight of 
evidence, accumulated during the past few years sup- 
ports the claims of Papanicolaou of New York, Ayers 
of Montreal and Seibels of Columbia and others that 
the study of the cervical and vaginal smears, Cytology, 
offers a most valuable aid in making the diagnosis of 
early uterine cancer. My own experience in the study 
of the cervical and vaginal smears as an aid in the 
diagnosis of early uterine cancer is quite limited but 
from a rather close study of recent medical writings 
on this subject I am convinced that the wide spread 
use of this procedure in the offices of doctors through- 
out the state could be a valuable aid in the diagnosis 
of early uterine cancer. Few of the doctors in our 
state have either the time or special training for stain- 
ing and appraising such slides, so we will have to 
make arrangements to have such slides stained and 
examined by someone trained in this line of work. I 
understand several laboratories in our state are doing 
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some of this work. For several years Seibels Lab- 
oratory in Columbia has been rendering this service. 
Possibly if the volume of this work increases as it 
should we may be able to have our State Board add 
this service to that they are already doing. All the ex- 
amining doctor would need to do would be to secure 
a smear from the cervix and vagina and send the 
dried, unstained specimen to someone trained in the 
study and interpretation of such slides. All advocates 
of this test agree that in a case that is positive further 
proof should be sought to confirm the diagnosis. If 
cancer of the fundus is suspected a diagnostic cur- 
retage should be done. If cancer of the cervix is sus- 
pected a cervical biopsy should be done. The use of 
this test as a screening procedure is certainly harmless 
and if every positive case is checked by biopsy we see 
no objection to the wide use of this procedure as an 
aid in making an earlier diagnosis of cancer of the 
uterus. 


It seems to be the concensus of opinion of those 
most familiar with this problem that any further 
improvement in the management of this disease must 
come from earlier recognition and treatment. Galen 
made a similar observation about 2000 years ago when 
he said “earlier diagnosis is necessary if we are to 
cure cancer.” But during the hundreds of years since 
Galen’s day the only method of making a diagnosis 
was the appraisal of uterine dysfunction and examina- 
tion of a new growth that had attained some size. We 
now know that when a new growth has developed 
enough to cause dysfunction, abnormal bleeding, 
leukorrhea, etc. it is all too often no longer an early 
lesion. Within the present decade vaginal and cervical 
cytology has developed to the degree that it should 
now be possible by the wide spread use of this pro- 
cedure on an office basis to find an increasing number 
of early uterine cancers. 


It is my firm belief that the members of this asso- 
ciation could very materially reduce the mortality of 
uterine cancer in our state by the wide spread adop- 
tion of the vaginal and cervical smear as an office 
procedure. The large proportion of negative reports 
should not deter the doctor from making this test a 
routine office procedure because he will in time 
certainly find evidence of early cancer of the uterus 
which after it is confirmed by biopsy should receive 
prompt treatment by surgery or radiation. 


In our state we have no data as to incidence of 
uterine cancer. In Connecticut and New York State, 
exclusive of New York City, and in ten urban areas 
studied by H. F. Dorn of U.S.P.H.S. ten years ago 
the incidence of uterine cancer is given as varying 
from 40 to 50 per 100,000 population. If this incidence 
rate prevails in South Carolina then some four hun- 
dred women are developing uterine cancer each year. 
The best that the medical profession of our state can 
offer these patients is a good deal less than a 50-50 
chance. And none of us is satisfied with such poor re- 
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sults but hitherto we have not known anything we 
could do about it. From a careful study of recent 
medical literature and from talking with others, who 
have had considerable experience with cervical and 
vaginal cytology as a diagnostic aid, it is my opinion 
that the mortality of uterine cancer can be very 
materially reduced during the next decade if the doc- 
tors throughout the state will begin at once the prac- 
tice of getting cervical smears in their female office 
patients. 


Figure 1 
1946 
Cancer Deaths in United States 
All Sites 182,005 
Cancer Uterus 17,205 


9.5% all Cancer Deaths 
Death rate per 100,000 — 24.3% 
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Decade 1937-1947 


Total Deaths in S. C. 
Deaths from Cancer in S. C. 
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185,167 


Cancer Deaths about 6% all Deaths. 
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Figure 8 
Cancer Death Rate 
per 100,000 population 
United States 120 om. 
South Carolina 90 ae 
Figure 9 
1945-1947 
Deaths in South Carolina ri 
Total 50,335 
Total from Cancer 3,931 
Cancer deaths about 8% all deaths. 
Cancer Uterus deaths about 17% all deaths from 
Cancer. 
Figure 10 
Cancer Clinics of South Carolina 
1941-1947 
Patients treated 4467 
Deaths 970 
Death rate about 22% 
Figure 11 
Cancer Clinic 
Anderson County Memorial Hospital ” 
1940-1948 
Cancer Cervix 105 4 
Cancer Fundus 17 
Total 122 
Figure 12 
Cancer Uterus 
1940-1948 
Anderson County Memorial Hospital : 
Age data 
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50-59 34 
60-69 30 
70-79 6 ae 
Total 129 
Figure 13 
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Figure 14 
Cancer Fundus 


Anderson County Memorial Hospital 
1940-1948 
Patients treated 17 
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Symptom free 5 to 8 years 6 
Improved, still under treatment 5 
Deaths 3 
Unable to locate, moved, ete. 3 

Total 17 


Preventive Immunizations Of Infancy 


And Early Childhood 


J. I. Wanna, M. D. 
Charleston, S. C. 


The subject of this paper is a hardy perennial whose 
blooming is perhaps justified by frequent improve- 
ments in products and techniques. While many vac- 
cines and sera come and go, are publicized and for- 
gotten, nevertheless there is a steady development of 
well established and_ effective procedures, and a 
steady reduction in those diseases against which we 
have effective agents. 

For our purpose this paper proposes to consider 
only the more or less controllable diseases which 
interest us in South Carolina, and will mention only 
briefly the incidence and mortality of our more impor- 
tant communicable diseases, realizing that the figures 
for incidence are low because so many of our doctors, 
for reasons best known to themselves, fail to make the 
reports required by law and important in planning 
control measures. 

The latest available figures (1946) show incidence 
as follows: 


SOUTH CAROLINA — 1946 


Cases Deaths 
“Influenza” 22,829 210 
Measles 7,579 29 
Whooping Cough 2,056 30 
Scarlet Fever 303 0 
Diphtheria 249 29 
Typhoid 80 21 
Typhus 71 
Tetanus 10 9 
Smallpox 0 0 


The relative importance of these diseases may be 
based on relative mortality or relative morbidity, 
with the realization that in some instances our means 
for control by immunization are limited. Those for 
which we have reasonably adequate means might be 
considered separately. 

Beginning with the most prevalent, it is unfortunate 
that practical trials with influenza vaccine have given 
rather disappointing results. The vaccines available 
include usually only two of the many strains, give but 
brief protection for perhaps a single season, and 
produce many mild reactions and the possibility of 
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sensitizing the recipients to the egg on which the vac- 
cine is grown. In the face of a threatened epidemic, 
especially where the vaccine strain corresponds to the 
prevalent strain producing clinical disease, it may be 
used to advantage. A single dose, 1 cc, scaled down 
by age is usually sufficient to produce such immune 
response as is possible. 


For measles we have no means of producing active 
immunity except by actual infection. Gamma globulin 
is quite valuable in modifying the disease and re- 
ducing complications, but has no value in treatment, 
yet apparently is used surprisingly often for this pur- 
pose. To be worthwhile it must be used within six 
days of a known exposure and given to children in 
doses from 0.5 to 2. ce according to the size of the 
patient. For adults large doses seem unavailing. Broad- 
cast use in epidemics without knowledge of exposure 
is wasteful and of doubtful value. The material gives 
no reaction, no sensitizing, no permanent protection. 
Modified measles may be scarcely recognizable and 
the immunity status of the patient is often left in 
doubt. 


Whooping Cough vaccine is still not as effective as 
could be desired. It produces more or less immunity 
in about 75% of children and is valuable chiefly in 
lightening and shortening cases and eliminating com- 
plications. The type of vaccine is constantly being 
improved. The age of administration is gradually 
being lowered, reactions lessened. It was long thought 
that protective antibodies could not be produced in 
young infants, among whom whooping cough pro- 
duces its highest mortality. Recent work of Sako and 
others shows that agglutinins can be produced con- 
sistently when vaccine is started at one month and 
given in doses of 0.2 cc, 0.3 cc, 0.5 cc monthly (40 
billion per cc). Sterile abscess occurs in 0.6% of the 
young babies. While abscess formation is never seri- 
ous, it is psychologically bad. A booster dose is given 
eight months later, and the protection lasts somewhat 
over two years. The booster effect occurs in about ten 
days after administration of the single dose. Pertussis 
vaccine given at various ages under six months gave 
worthwhile protection gs shown by the presence of 
antibodies in the loot, but protective levels were 
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achieved less frequently and lasted more briefly than 
those produced in children over six months. It has 
also been noted that the older children responded 
better to the booster dose. 


Pertussis Vaccine (3 doses) produced the protective 
level of antibodies in the blood of 


Newborns and infants Infants over 


under 6 months 6 months 
1 month later 54% 86% 
3 months later 33% 82% 
After booster 

1 year later 63% 92% 


Perhaps the practical application of these figures is 
to start whooping cough vaccination at 3 months, 
thereby securing a fair percentage of protection by 
about 5 months, and to give a booster dose at 18 
months. Reactions are no more severe in the earlier 
months than they are later. 


A word should be said for the use of pertussis 
human immune serum or rabbit serum in prophylaxis 
and treatment of pertussis in young babies. Its ex- 
pense is a drawback, but its effect is often life saving 
both in prevention and in treatment. 


Diphtheria toxoid is one of our most effective 
weapons, producing in routine doses immunity that is 
long lasting, but often not permanent, in perhaps 
95% of children. Reaction is rare. 


Until recently, because of the prevalence of 
diphtheria in the general population, and the presence 
in the blood of nearly all mothers of antibodies 
gradually acquired by subclinical infections, we 
thought of young infants as immune to diphtheria. 
Now with diphtheria decreasing, it is found that 
about 40% of mothers are Schick positive, i. e., have 
no protection to pass on to their babies, who are con- 
sequently susceptible to diphtheria from birth. In 
South Carolina one tabulation showed that 15 to 20% 
of student nurses entering Roper Hospital were 
Schick positive, a rough indication of the immunity 
in our general population, or perhaps an indication of 
overabundant diphtheria in our midst. Those babies 
who do acquire antibodies from their mothers begin 
to lose the protection before the fourth month, by 
which time only one-third have a protective level. 
Thus early administration of diphtheria toxoid is ad- 
visable, even though one may be hesitant to incur the 
2% of sterile abscesses which follow the injection in 
young infants in spite of precautions as to the use of 
deep intramuscular injection with dry syringe and 
needle. For wholesale use, such injection is unhandy. 


Effect of Diphtheria Toxoid 
Protective level of antitoxins produced by 


Initial Series Booster 
(1) Newborns 20% 70% 
(2) Infants over 
6 mos. 84% 95% 


Disregarding the possibility of abscess, one might 
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then begin toxoid at 3 to 4 months with expectation 
of good result. 


Tetanus toxoid has been well proven as a safe and 
successful producer of immunity, and has become in 
common use a sort of Siamese twin with diphtheria 
toxoid. Figures from the armed services are most con- 
vincing as to its value. Basic immunization may be 
given by two doses of alum precipitated toxoid at an 
early age, as response is good even in the first few 
months of life, and a booster dose a year or two later 
will give an additional protection lasting perhaps as 
long as five years. Where it is desirable after basic 
immunization to produce rapid increase in protection, 
the fluid toxoid is superior to the alum precipitated 
type. In order that production of sensitivity to horse 
serum may be avoided, antitoxin should be used only 
when toxoid has not been given or wound contamina- 
tion is heavy. 


Scarlet Fever has become with us a relatively mild 
disease, reasonably amenable to treatment with 
penicillin or sulfa compounds or the vis medicatrix 
naturae. Transitory active immunity can be produced 
by a series of 5 or 6 injections of toxin, which injec- 
tions may be productive of considerable reaction. 
Routine use is of very questionable value and is not 
generally carried out. 


The need for vaccination against typhus fever is 
considerable only in areas where the disease is 
endemic and not controlled by general public health 
measures. Vaccination is relatively free of reaction 
and relatively efficacious but for general use it does 
not seem necessary. 


Typhoid, however, is still widespread enough to 
warrant vaccination in areas where it occurs, although 
there is increasing probability of decreasing need as 
sanitation progresses. It may be given to the very 
young in typhoid areas, even at one year or less, but 
where typhoid is comparatively uncommon, three 
years may be a good age, with small annual boosters 
to keep the protection alive. The intradermal method 
is satisfactory and much less liable to produce 
systemic reactions, both in the primary series and for 
boosters. The local reaction which appears in adults 
is relatively trifling in children. Recent work indicates 
that an interval longer than the usual week, perhaps 
as much as a month, may be preferred. 


Smallpox vaccination in the minds of many people 
is only a nuisance required for entrance into school, 
and when our statistics show no cases of smallpox in 
the state, one might question the need for routine use. 
However, history shows so often that smallpox in- 
evitably breaks out in a population not immunized, 
particularly in this day of rapid communication with 
all remote parts of the earth we should maintain our 
immunity lest we return to the early graves or pock- 
marked faces of our ancestors. Vaccination in the first 
few months of life is easy and effective, far less 
troublesome than in the preschool period. The multi- 
ple puncture method is best, and vaccination should 
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be repeated about every 5 or 6 years. As you all know, 
smallpox vaccine is the most difficult of all to handle 
and keep potent, and therefore one should be most 
skeptical of the existence of immunity in the un- 
vaccinated until many vaccinations with various 
batches of vaccine have been attempted. 


Now the practical part of these statements might be 
summarized this way—and perhaps this as an opening 
paragraph might have saved your time and ears. 


Most of these diseases do their worst in very early 
life, and therefore early efforts at immunization are 


desirable. 


Most of the agents used will produce some response 
even in newborns, but the response is uncertain and 
not as lasting as it is a little later on. Reactions, except 
for sterile abscesses, which will occur in 1 to 2% of 
young infants, are no more marked than at a later 
age. The theoretically desirable procedure of im- 
munizing the mother for the sake of the baby has not 
proven sufficiently reliable to put to general use. 
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Because whooping cough is the most dangerous of 
these diseases for very young infants, we should start 
our vaccine as early as is practical, say at 3 or 4 
months. If we wish to include diphtheria and tetanus 
at this time, we can put all three in one preparation, 
but it has been shown that many infants at 3 months 
still have enough inherited diphtheria antitoxin to 
interfere with the successful development of active 
immunity by the toxoid. We must choose between the 
desirability of early pertussis immunity and the pos- 
sibility of poor response to diphtheria toxoid if we 
start the triple combination at 3 months. We might 
then use plain pertussis vaccine at 3 months and give 
diphtheria-tetanus later, or we might wait until 4 
months and give all three together, a procedure which 
would reduce the doses from 5 to 3 without any in- 
crease in probability of reaction. In cost, the triple 
dose method would be cheaper. This then might be 
our schedule by which we may expect reasonably 
adequate protection against the 4 diseases about the 
eighth month, and renewal of protection at intervals 
frequent enough to keep a satisfactory level through- 
out early childhood. 


SUGGESTED SCHEDULE OF IMMUNIZATION 


3 months 4 months 5 months 
Smallpox Diphtheria Diphtheria 
Tetanus Tetanus 
Pertussis Pertussis 
(Combined ) (Combined ) 
1% years 3 years 4 years 
Diphtheria Typhoid Typhoid 
Tetanus (3 doses ) (1 dose ) 
Pertussis Diphtheria 
(Combined ) Tetanus 
Pertussis 
(Combined ) 


6 months 12 months 
Diphtheria Schick Test 
Tetanus 
Pertussis 
(Combined ) 

5 years 6 years 
Typhoid Typhoid 
(1 dose ) (1 dose ) 

Diphtheria 
Tetanus 
Pertussis 


(Combined ) 
Smallpox 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1949 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension 9f Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

T lans f 

© promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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WILLIAM W. BOYD 


In the passing of “Billy” Boyd our Association has 
lost one of its hardest workers and staunchest sup- 
porters. A leader in his community and in his medical 
district, a member of our Council for a number of 
years, he was ever zealous of his chosen profession 


and of the principles upon which it was founded” 


Endowed with a keen mind, a winsome personality, 
and sterling integrity, he was a man to be admired 
and loved. His place will be hard to fill but our Asso- 
ciation is the better for his having lived, and we join 
with his family in Spartanburg and with his many 
friends throughout the state in honoring his memory. 


BLUE SHIELD 


Present indications point toward the establishment 
of a Medical Service (Blue Shield) Plan in our state 
within the immediate future. Dr. J. D. Guess and his 
committee have worked hard and faithfully and final 
touches are being given to the many details of the 
Plan. If all goes as anticipated, the Plan will be in 
operation before the year is out. 


Believing that this is one of the most important 
ventures ever undertaken by our Association, we beg 
the support of every member in making the Plan a 
success. In no other way can we show more clearly 
and concretely our desire to serve the people of our 
state and to lead them down the road toward better 
medical care. 


ANNUAL DIRECTORY 


Our annual directory will soon be going to press. 
As in the past, it will contain the names of all members 
in good standing of our Association. Aad those who 
are in good standing are those who have paid their 
dues for the current year. We hope that this will be 
a gentle reminder for that small group who, for one 
reason or another, have failed to send in their 1949 
dues. 


A. M. A. EDUCATIONAL CAMPAIGN 


Except to those who do not or will not see, the 
Educational Campaign of the A. M. A. has demon- 
strated its great value. Recent developments in 
Washington and the general thinking throughout the 
country show that the people of America are begin- 
ning to realize a federal system of medical care is not 
the type of thing which is best for this nation. And 
we are confident that, as time goes on, the revolt 
against any type of bureaucratic medical care will rise 
to such a pitch that it will be impossible for Mr. Tru- 
man, Mr. Ewing, or any other individual or group to 
thrust their plan for socialized medicine down the 
throat of the public. 

To carry on this educational program costs money. 
Well over half of our members have contributed their 
$25.00. To those who have not we say this—a fight is 
being waged, and successfully, to protect the voluntary 
system of medical care which you have known and 
which you cherish. The fight must be continued if the 
battle is to be won. Your money is needed. Send in 
your $25.00 today. 


TO OUR YOUNGER MEMBERS 


The hot days of summer are gone, a touch of autumn 
is in the air, the school bells are ringing again, and 
the annual vacation is but a pleasant memory. It is 
time to rouse ourselves from that lethargy which hot 
weather brings and to get back to work. And there is 
much work to be done in our county and district 
societies and in our state association. 

For some time we have felt that there were prob- 
ably a number of the younger men in our Association 
who would like to participate more actively in its 
work and activities. That they do not have a part in 
what is going on is undoubtedly due to one of two 
things: (1) they do not know how to get into the 


work, (2) they feel that the older men are running 
things and that there is no place for them. Let us 
assure them that there is plenty of work for all and 
that their help is sorely desired. 


Here are some of the fields in which a younger 


BUSINESS MGR Mr ( G. Watsor 7 
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member can cut his teeth on Association work: pre- 
paring case reports or abstracts for publication in the 
Journal, making talks before lay groups on the medi- 
cal problems of the day, helping to work out plans for 
improving medical care in our rural areas, helping to 
evolve methods for improving the care of our indigent, 
helping to promote more widespread use of Blue Cross, 
Blue Shield, and commercial hospital and medical 
insurance, helping to improve our courses in post- 
graduate medical education, studying the problem of 
nurses and nursing care and trying to figure out some 
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method whereby we may secure more nurses, working 
out plans whereby the scientific sessions of our local, 
district, and state meetings will be more effective and 
interesting. 

These are some of the things that are waiting to be 
done. If there is any younger, or older, member in 
the association who would like to help to tackle these 
problems, he is asked to communicate with Dr. 
Roderick Macdonald, our President, or with the Sec- 
retary, and make his intentions known. We will 
promise him that he will be given something to do. 


REPORT OF THE AMERICAN ACADEMY OF PEDIATRICS STUDY 
OF CHILD HEALTH SERVICES IN SOUTH CAROLINA 


Abstracted by 
Joseru I. Warine, M. D. 


FOREWORD 


The survey reported here is ‘one unit of a national 
survey conducted in all the states as the first step to- 
ward finding facts for the foundation of a broad pro- 
gram “to make available to all mothers and children 
of the United States all essential preventive, diagnostic 
and curative medical services of high quality which, 
used in cooperation with other services for children, 
will make this country an ideal place for children to 
grow into responsible citizens.” 

The need for such a program was worded by the 
American Pediatric Society in September 1944, and 
the objective was quickly endorsed by the several 
large organizations naturally concerned with the 
health and welfare of children. In November 1944 a 
committee representing the American Academy of 
Pediatrics, the American Pediatric Society, and the 
United States Children’s Bureau, formulated the 
above quotation to indicate the eventual goal. 

The first consideration in such an effort was 
necessarily to secure nation-wide information as to 
current available resources and needs for develop- 
ment. This was a tremendous and expensive task for 
the Academy of Pediatrics to undertake, and only the 
willing and wholehearted support of the United States 
Children’s Bureau and the United States Public Health 
Service has made it reach accomplishment. Other 
interested organizations have contributed freely and 
generously to the study. The National Foundation 
for Infantile Paralysis, the National Institute of 
Health, the Field Foundation and several commercial 
firms have all given substantial financial support to 
the national study, and many local organizations have 
helped with their own state’s activities. In South 
Carolina the cost of the project was divided equally 
between the Division of Maternal and Child Health 
of the State Board of Health and the county chapters 
of the National Foundation for Infantile Paralysis. 


The actual survey in South Carolina, as in other 
states, represents a meticulous effort to determine 
local conditions bearing on child health. Data were 
obtained by personal interview and by mail question- 
naire, and were collected and reviewed carefully by 
experienced workers. Under the direction of Dr. 
William Weston, Jr., State Chairman, Dr. Henry W. 
Moore of Columbia was secured to supervise the 
collection of information. In this task he was assisted 
by Mrs. Jean Hydrick, secretary, Mr. Jack Rhodes, 
assistant and field worker, Mr. William Lummus and 
Mr. Jesse Bowers as field workers. Very considerable 
help was given to the survey by Dr. G. S. T. Peeples 
of the Crippled Children’s Division of the State Board 
of Health, Dr. George Bunch of the Dental Hygiene 
Division of the State Board of Health, Dr. Hilla 
Sheriff of the Maternal and Child Health Division of 
the State Board of Health, Mrs. Robert King, De- 
partment Secretary of the American Legion, Colum- 
bia, South Carolina, and Mrs. D. McLaurin McDon- 
ald, state secretary of the South Carolina Tuber- 
culosis Association. 

The pediatricians of the state spent individually a 
great deal of time and effort in securing proper re- 
turns. The actual preparation of this report has been 
delegated by the State Chairman to Dr. J. I. Waring 
of Charleston. 

Since the national report already has been pub- 
lished an effort has been made to abbreviate such 
parts of this report as are covered fully in the broader 
publication. Some minor liberties have been taken 
with some of the figures in order to achieve round 
numbers. It must be realized that some of the figures 
given are not exactly comparable, as it has been 
necessary to utilize information which was perhaps 
not always coincidental with the data of the survey. 
No attempt has been made to cover all the broader 
phases of either private or public health services. 
Neither has it been possible, because of the lack of 
proper standards, to indicate satisfactorily how well 
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or how poorly our available facilities measure up to work for a view of our facilities and our de- 


an ideal practical program of child care. ficiencies, and afford a solid skeleton on which 
to construct a body of health for the children 

INTRODUCTION of the state. 
The figures which follow represent informa- First let us consider briefly the economic 


tion obtained from physicians and dentists in condition of the state of South Carolina, with 
private practice, voluntary and official com- whose deficiencies the thinking inhabitants 
munity health agencies, and hospitals caring are probably all too familiar. 

for children. They were obtained in 1946, as 

carefully and as accurately as possible, almost Whatever our defects may be in various re- 
entirely through the members of the medical  spects, in the matter of child production we 
and dental professions themselves. They stand next to the head of the list of the states 
represent a candid estimate of facilities avail- with 33.7% of our entire population in the age 
able and actual current accomplishment. Fig- group under 15 years.’ This gives us a popula- 
ures to include the whole state are based on _ tion of 713,356? children in the state, a major- 
reports obtained from 448 of the 712 general ity of whom reside in rural communities. 
practitioners, 25 of the 26 pediatricians, and 

164 of the 229 other specialists, or a total of For the purpose of this survey a division of 
66% of the physicians in private practice in counties of the state was made according to 
the state. One hundred and eighty-one of the the size of the largest city and the proximity 
state’s 331 dentists and all of the 71 hospitals to densely populated areas. The accompany- 
caring for children furnished reports. The fig- ing’ map indicates this classification. Distribu- 
ures from these should build a reliable frame* _ tion in the several groups was as follows: 


COUNTY GROUPS IN SOUTH CAROLINA 


County 

Lessee 
sovacent 


O $0,000 To 100,000 


CHILDREN IN Eacu County Group 


SOUTH CAROLINA UNITED STATES 
County Group percent number percent 
Greater metropolitan 0 0 23 
Lesser metropolitan (over 50,000 pop.) 13 89,832 24 
Adjacent to greater or lesser metropolitan 24 171,309 16 
Isolated semi-rural 56 403,092 27 
Isolated rural Ff 49,123 10 


1 Figures for 1940. “Children” hereafter refers to this 
age group. 
2 Figures for 1945. 


/ 
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This classification is the one used in the 
national survey. For us who are accustomed 
to the many very thinly populated areas of the 
state, it is a little difficult to consider classify- 
ing such relatively large communities as 
Greenville and Spartanburg as “isolated semi- 
rural,” especially since each of these particular 
counties includes about four-fifths as many 
children as does Charleston, the largest in 
child population. Therefore, while the statis- 
tical figures will correspond with those from 
other states, we may from a provincial point 
of view find them somewhat subject to modi- 
fied interpretation. Reference to the table of 
child population in our counties, placed at the 
end of this study, will help to clarify the ad- 
justment. 


Now with this relatively large mass of chil- 
dren to be fed, clothed, educated, and kept 
well, let us pass on to the somewhat depress- 
ing consideration of our financial resources 
whereby we may effect the desired ends. In 
1944-46 the per capita income for the country 
as a whole was $1,141. All the southern states 
were in the lower third of the income list with 
South Carolina third from the bottom, show- 
ing a figure of $661, and topping only Arkan- 
sas and Mississippi. Eighteen counties in South 
Carolina had a per capita income of less than 
$500 a year. Thus by standards of the country 
we are obviously poor folks. 


Poor folks in large communities may get 
very good medical care but when they live in 
truly isolated areas they are unlikely to have 
it. Our infants died more numerously than 
those of our neighbors. A rate of 41.4 per 1,000 
live births (1946 white rate 33.8, negro 51.0) 
compares badly with the national rate of 33.8, 
and puts us fourth from the last on the list of 
states. It is depressing to note that 17% of the 
infants who died received no medical atten- 
tion. 


In the way of medical care of children as 
summarized from this study we stand almost 
as low—fifth from the end. Comparisons may 
help the picture: 
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In dental care we sink lower still to 1.0 
child per day per 1,000, compared to 3.3 for 
the whole country, and 7.2 for Massachusetts, 
the top state. 


With our large population of children we 
have relatively few physicians to care for 
them, and for the population as a whole. 


Here then stands South Carolina, rich in 
children, poor in money, lacking in physicians, 
dentists, nurses and hospital facilities where 
they are needed badly. Let us examine some 
of the details of our deficiencies. 


The Picture of Medical Care for 
Children of the State 


On an average day 6,355 children in South 
Carolina were under care by physicians, either 
in hospitals, at home, in offices or in clinics of 
various sorts. These were not all actually sick 
children, as among children other than new- 
born one-fifth of the visits were for health 
supervision rather than for the treatment of 
actual illness. Only a small number of the 
total children were seen in well-child confer- 
ences, only 41 of the total number per day, to 
be exact. 


Of the total number of children seen daily 
by physicians in their private practice 834% 
were handled by general practitioners, 74% by 
pediatricians and 10% by other specialists. 
The small portion of pediatric work done by 
pediatricians of the state indicates the im- 
portance of the general practitioner in the pic- 
ture of pediatric medical care, and points 
again to the obvious desirability of having the 
general practitioner include as much pediatric 
training as possible in his undergraduate and 
postgraduate training. In 1946 there was a 
relative scarcity of pediatricians in South 
Carolina and while the number has increased 
considerably, the ratio of pediatricians to gen- 
eral practitioners has not changed appreciably. 
It is possible that pediatricians are in some 
areas not employed by the public as liberally 
as they might be for strictly pediatric practice, 
as it is well recognized that there is a tendency 


CuHILpREN UNbeR MepicaL Care Per Day Per 1,000 


Private Clinics 
Practice® 


Hospitals 


Total 
United States 13.8 
Highest State 22.9 
North Carolina 9.9 
SOUTH CAROLINA 8.9 
Georgia 8.6 


*Office and home visits. 


3 Figures from State Board of Health. 


be? 
10.7 2.7 0.4 ¥ 
16.9 3.8 2.2 
7.5 2.1 0.3 
7.4 14 0.1 
7.1 1.2 0.3 
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@ PART TIME 
PEDIATRICIAN 


for children over the age of a few years to’ paid more visits in isolated semi-rural and 


drift to the family doctor. 


According to the figures as they stand in the 
summary, it would appear that pediatricians 
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isolated rural counties than in the heavily 
populated areas, but this impression is colored 
by the method of classification of counties 
(see above). 


Number of Number of Physicians’ child 
children children visits per day 
per per per 1,000 
physician pediatrician children 
United States 308 10,299 13.5 
Highest State 143 4,182 21.8 
North Carolina 764 31,090 9.1 
SOUTH CAROLINA 738 27,437 8.9 
Georgia 536 13,811 8.6 
Beds in Full-time 
hospitals per Public Health Nurses per 
1,000 children 100,000 children 
United States 12.8 40.4 
Highest State 28.5 101.1 
North Carolina 7.6 30.6 
SOUTH CAROLINA 6.6 23.6 
Georgia 6.8 30.5 
Number of General prac- Children 
Area general titioners per per general 
practitioners 100,000 children practitioner 
Whole State 712 100 1,000 
Lesser Metropolitan 106 118 850 
Adjacent 151 88 1,130 
Isolated Semi-Rural 415 103 970 
Isolated Rural 40 81 1,220 
Pediatricians Children 
Area Number of per 100,000 per 
pediatricians children pediatrician 
Whole State 26 4 27,500 
Lesser Metropolitan 18 14 7,000 
2 1 85,000 
Isolated Semi-Rural ll 3 37,000 


Isolated Rural 0 
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Practicing 

Physicians 

per 1,000 
Persons 


United States 0.8 
SOUTH CAROLINA 0.5 


General _ 
Practitioners 
United States 64% 
SOUTH CAROLINA 


TAG% 


Health Supervision 


On an average day in South Carolina 1,114 
children, excluding newborns, received in- 
dividual health supervision, which represents 
20.4% of the total medical care received by 
those children on that day. All the general 
practitioners did roughly six times as much 
as all the pediatricians. 

Of the above number, 814 were in the in- 
fant and pre-school group, showing that three- 
fourths of the health supervision visits were 
concentrated in the younger ages. 


The general practitioner saw 82.4% of the 
sick children and 86.5% of the well children 
cared for in private practice, compared to 
5.5% and 11.9% respectively, for the pedi- 
atrician. The remaining pediatric work was 
done by other specialists. 


Health Supervision of Infants 
and Pre-School Children 


In a group including infants and pre-school 
children medical service for health supervision 
was given to 267.9 per 100,000 children under 
age 5 per day. As indicated before, the pedi- 
atricians were relatively more active in this 
field, caring for 16% of these children in their 
private practice, which segment represented 
more than half (54%) of the pediatricians’ 
practice. The general practitioner took care 
of about 78% of the children who received 


Total Hospital Number 
Internship and of 
Residency: Pediatricians 
none or less than 
one year 1 
1 to 3 years 12 
3 to 5 years 12 


5 or more years 0 


THE JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


PERCENT OF TOTAL PRACTITIONERS IN SEPARATE GROUPINGS 


285 
Persons Practicing Children 
per Physicians per 
Practicing per 1,000 Practicing 
Physician Children Physician 
1200 3.2 308 
1933 1.3 737 
Other 
Pediatricians Specialists 
3% 33% 
38% 23% 


health supervision, a number which repre- 
sented 9% of his practice. The 26 pediatricians 
in their private practice took care of almost 
three times as many children for health super- 
vision as did all the well-child conferences. 


Summary of Data on Pediatricians 
in South Carolina 


If pediatric care is primarily the domain of 
the well trained pediatrician, it is well to ex- 
amine the qualifications of our specialists. 
Whatever they may be, the qualifications of 
the general practitioner are almost certain to 
be less impressive in a broad program of child 
health. 


In 1946 information on 25 pediatricians 
(i.e., specialists in pediatrics) in South Caro- 
lina showed the following: 


Postgraduate training as reported by 22 
pediatricians showed that half had less than 
6 weeks and half had six weeks or more. 


These figures are not impressive for train- 
ing of specialists, but are - and large not 
bad. The general practitioner who cannot af- 
ford long training in the specialty of pedi- 
atrics and who cares for the vast majority of 
children in this state, must get adequate in- 
struction in his undergraduate pediatric 
training, and by postgraduate instruction. For 


Hospital Number 
Training in of 
Pediatrics Pediatricians 
less than 1 year 3 
1 to 2 years 9 
2 to 3 years ll 
3 or more years 2 
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None or less than one year 
One year or more: 
with none or less than one month in pediatrics 
with one month or more in pediatrics 


SOUTH CAROLINA United States 


27.2% 20.7% 
26.8% 27.2% 
46.0% 52.1% 


Data on HosprraL TRAINING BY AGE OF GENERAL PRACTITIONER 


IN SOUTH 


None or less than one year 

One year or more: 
with none or less than one month in pediatrics 
with one month or more in pediatrics 


obvious reasons, it would seem that pediatrics 
should be a very large feature of the curricu- 
lum of the Medical College of the state, which 
supplies the greatest part of our practitioners. 


The figures show an encouraging increase 
in pediatric training among the younger men. 


The practitioner in South Carolina is 
fortunate in having available just across the 
North Carolina border an annual _post- 
graduate seminar of two weeks’ duration, at 
which the field of pediatrics is reviewed and 
recent advances considered. About twenty 
general practitioners of the state attend this 
session every year. Scholarships are available 
from the State Board of Health and en- 
couragement is given to the man in general 
practice to bring his pediatric knowledge up 
to date. 


Nursing Service 


All of the 168 Public Health nurses of the 
state,4 including eleven negro nurses, served 
full-time. Only 33, based on 153 reporting, had 
completed one year of public health nursing 


4 Exclusive of nurses employed by agencies giving 
only school health, industrial, tuberculosis, or 
venereal disease services; exclusive of nurses re- 
ported as supervisors employed by state agencies. 
If a nurse serves more than one county, considered 
only in county of her headquarters. 


CAROLINA 
Under 45 45-64 65+ 
7.0 33.8 61.3 
17.1 35.4 27.9 
75.9 30.8 10.8 


training. These active and capable workers 
paid a total of 41,119 home visits to children 
during the year. They were available in the 
ratio of 23.6 nurses to each 100,000 children 
of the state. Ninety-three of the nurses worked 
in’ rural or semi-rural counties (as classified ), 
and one-half of all visits paid were made in 
these counties. 


In 1946 there was one nurse to each 4,247 
children in the state. It should be emphasized 
that these nurses did not devote their full- 
time efforts to children but carried the load 
of other phases of public health nursing. The 
usual estimate of need is one nurse to each 
5,000 total population, or one to 2,000 if bed- 
side care is included. In terms of child popu- 
lation South Carolina would require one full- 
time pediatric nurse for 674 children in the 
state. Thus we might well use six times the 
strength of the present nursing staff. With the 
recent decrease in the number of graduating 
nurses, it is unlikely that it will be possible to 
approach at any early time the desirable in- 
crease in public health nurses for the state. 


General Hospitals 


South Carolina has 66 hospitals which admit 
children or maternity cases. Of these, 65 in- 
clude maternity departments. Fifty-nine admit 
children, but there is no entirely pediatric gen- 
eral hospital in the state. 


Inpices OF PusLic Heavru Nursinc Service TO CHILDREN 


Public Health 
Nurses 
(full time ) 
Per 100,000 

Children 


40.4 
SOUTH CAROLINA 23.6 


1 Assistance in well-child conferences, home visits 


Child Home 


Percent Percent 

Nursing Counties Counties 

Visits Per Giving 3 Giving 4 

1,000 Types of Types of 

Children Service! Service2 
209.8 41.1 18.6 
57.6 75.6 37.8 


for health supervision, school nursing services. 


2 Includes bedside nursing in addition to other services. 
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About 45% of admissions of children were 
to the smaller hospitals with less than 100 
beds. There were only 11 hospitals with 100 
or more beds, of which 4 had 250 or more 
beds. 


In all of these hospitals during the study 
year there were born 21,414 babies, who re- 
mained in the hospitals for an average stay of 
6.8 days and were accommodated in 882 
bassinets and 118 incubators. Only 49.7% of 
the live births in South Carolina in 1946 were 
in hospitals. Of the total births 76% of the 
white, 14% of the negro were in hospitals. 
47% of the hospital births were in institutions 
which lacked certain desirable character- 
istics. (See below) 


During the year over 25,000 children were 
admitted to general hospitals in the state. 
Four hundred and eighty-three beds assigned 
to pediatric cases took care of about 65% of 
these children. Nearly half (48% ) of the ad- 
missions were to hospitals lacking certain de- 
sirable characteristics.® 


More children were admitted from the isolated 
semi-rural and the isolated rural counties than 
were admitted from the more thickly popu- 
lated counties. Almost four times as many 
white children were admitted as were non- 
white. Here again the interpretation is tinc- 
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tured by the classification of some of our more 
populated counties in the class of isolated 
semi-rural. 

Acute poliomyelitis cases were accepted for 
diagnosis and care in 30 hospitals, Dr care 
alone in 9. There are no separate hospitals for 
communicable disease (other tuber- 
culosis) in the state. 

The status of our 20 small hospitals (5-24 
beds) is not above reproach. Only 7 of the 20 
are registered by the American Medical Asso- 
ciation. Eight have x-ray service. Only 2 have 
clinical laboratories. For newborns, 12 have 
separate nurseries but only 5 have a graduate 
nurse on duty at all times in their newborn 
nurseries. 

In respect to newborn care the group of 
larger hospitals (with 25 or more beds) 
makes a much better show, with 91% 
registered. Only 18% had house staffs; 91% 
had separate nurseries; 73% had graduates 
on duty at all times in the nurseries. Only 
11% had separate isolation nurseries; only 
34% had formula rooms, and a few (7% ) did 
not sterilize milk formulae for the newborn. 
This group of hospitals took care of 939% of 
the hospital births. 

Passing from the consideration of the care 
of the newborn to that of sick children in gen- 
eral, we find the picture to be as indicated in 
the following table: 


CHARACTERISTICS OF CARE FOR SICK CHILDREN IN LARGER GENERAL HosprraLs 
(25 on More Beps) in Sourn CAROLINA 


Characteristic 
Registered by American Medical Association 
Separate Pediatric unit 
Separate ward for infants other than newborn 
Any house staff 
Graduate nurse on duty at all times in pediatric unit 
Clinical laboratory in hospital! 
Qualified dietitian on sta 
All milk pasteurized for infants and older children 
Selected clinical laboratory services available2 


1 At least the following 3 types of service are available—bacteriology, biochemistry and hematology. 


Percent of Hospitals 
With Specified 
Characteristic 


91.3% 
37.0% 
13.0% 
17.8% 
28.3% 
55.6% 
52.3% 
78.3% 
35.6% 


2 Blood level for sulfonamides, sedimentation rate, blood culture and serum protein. 


27.5% of child admissions were to the large 
general hospitals of 250 beds or more; 27.2% 
to those with 100 to 249 beds, 41.8% to those 
with 25 to 99 beds, and the balance of 3.5% 
were to hospitals with less than 25 beds. 

Only 6 general hospitals in the state main- 


6 The items required for approval were: 


Separate nursery for newborn only. 


NUD 


. All milk mixtures sterilized for newborn. 


. Registration by American Medical Association. 
. Any house staff—includes interns, assistant residents, residents and fellows. 


tain out-patient departments that admit chil- 
dren; only 4 of these have separate pediatric 
clinics; only 1 has a child’s dental clinic. To 
these 9,717 visits are made each year. In the 
United States, 62 visits per year per 1,000 chil- 
dren were made to such clinics; in South 


. Graduate nurse on duty at all times in newborn nursery. 
Nursery for full-term sick or suspect newborn separate from well. 
Room used exclusively for preparation of formulae. 


= 
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Carolina, only 13.6 visits. Paucity of clinics, 
not abundance of health, is the probable 
reason for the disparity. 

It is interesting to compare certain findings 
of the Health Facilities Survey made by the 
Research, Planning and Development Board 
of South Carolina in 1947. The statements in 
the following quotations from this survey are 
in general similar to those facts found by the 
Academy survey. 

“There is need for, and there should be, a 
closer cooperation between the Health De- 
partment and hospitals.” 

“The hospital survey in South Carolina re- 
vealed that no hospitals were set aside or 
designated as contagious disease hospitals, 
and it is not recommended that this type of 
hospital be built. The larger hospitals through- 
out the State are coping with this type of ill- 
ness in a very satisfactory manner by having 
isolation quarters.” 

“Eighteen general hospitals out of sixty-one 
for the State have organized out-patient de- 
partments.” 


“Medical social service departments have 
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become highly organized and utilized in hos- 
pitals over the nation. Hospitals in South 
Carolina have lagged far behind in offering 
this service to the sick of the State. There is 
a definite need for medical social service in 
all general hospitals in South Carolina. Three 
hospitals out of sixty-one have this service 
available.” 

“South Carolina is wholly lacking in dental 
service to the indigent or near indigent. Out 
of sixty-one general hospitals in the State 
only eight hospitals have dental clinics.” 

“Only nineteen of South Carolina’s general 
hospitals have facilities for pediatrics, and 
some of these are inadequate.” 

“Sixteen general hospitals out of the sixty- 
one for the State have registered dietitians in 
charge of the dietary department.” 

“The survey revealed that 33 percent of the 
total number of hospital beds in the State are 
negroes. In 1940, negroes constituted 43 per- 
cent of the total population for the State of 
South Carolina. It is reasonable to assume the 
need for negro hospital beds will increase as 
the purchasing power of the negro increases.” 

(To Be Continued) 


THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


THE COST OF MEDICAL CARE* 

The main argument used by proponents of com- 
pulsory government health insurance that many mil- 
lion of Americans can’t afford adequate medical care. 

That argument falls flat on its face in the light of 
the facts. According to the Brookings Institution, 
which makes authoritative surveys on various prob- 
lems, medical care costs the average American family 
about 4 percent of its income. By comparison, taxes 
direct and indirect, take 20 to 30 percent of that in- 
come! 

Furthermore, the compulsory insurance scheme 
would cause a very heavy increase in the tax burden. 
No one knows how much it would cost. Government 
officials have estimated the annual bill at $4,000,000,- 
000—and estimates such as this are almost always low. 
Other analyses place the cost at $6,000,000,000, and 
more. At best, the medical bill of the American people 
would be doubled and it might be tripled. And the 
fact that we would pay for it through payroll and 
other levies, instead of by writing out a check to the 
doctor, wouldn’t make it any less burdensome. 

Contrast this with the non-profit medical care plans, 
which now cover some 55,000,000 people, and which 
are growing at a healthy rate. An average plan over 


° Reprinted from the editorial column of the Florence 
Morning News, August 20, 1949. 


the nation, giving surgical, medical and hospital pro- 
tections, costs $2.50 a month for an individual and 
$5.50 for a family—less than most of us spend for 
such non-essentials as cigarettes. And these voluntary 
plans don’t put politics into the practice of medicine. 

It is true that there are indigent people who can’t 
afford to pay anything for medical attention. Here is 
where government can help—and it can do it without 
starting us on the downhill road that leads to social- 
ized medicine. One way should be for the government 
to pay for these people’s memberships in approved, 
non-profit plans. 


BLUE SHIELD FACTS 
(Continued from last month) 

Q. Who are the present officers of the Blue Shield 
Plan? 
Dr. J. D. Guess, of Greenville, is President; Dr. 
George W. Wilds of Hartsville, Vice President; 
Dr. John D. Ashmore of Greenville, Treasurer; 
and M. L. Meadors of Florence is Acting Secre- 
tary. 
Who are on the Board of Directors? 
The four named above, and Dr. W. Wyman King, 
Batesburg; Dr. John A. Seigling, Charleston; Mr. 
Jesse T. Anderson, Columbia; Dr. J. Howard 
Stokes, Florence; Dr. C. R. F. Baker, Sumter; Dr. 
W. T. Barren, Columbia; Mr. Earl R. Britton, 
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To increase 


sodium excretion 


**Thus it becomes apparent that Aminophyl- w 
lin is a diuretic agent in that it can mobilize f 
and excrete fluid and sodium even in the 

face of decreased intake.”" 


SEARLE 


—acts quickly and efficiently to eliminate 
edema fluids in congestive heart failure. G, D. 


Searle & Co., Chicago 80, Illinois. 


ORAL—PARENTERAL—RECTAL 
DOSAGE FORMS 


*Searle Aminophyllin contains at least 
80% of anhydrous theophylline, 


EARLE 
\ di JE) RESEARCH IN THE SERVICE OF MEDICINE 


1. Brown, W. E., and Bradbury, J. T.: The Effectiveness of 
Various Diuretic Agents in Causing Sodium Excretion in Preg- 
nant Women, Am. J. Obst. & Gynec. 56:1 (July) 1948. 
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Columbia; Mr. R. C. Edwards, Abbeville; Dr. 
George D. Johnson, Spartanburg; Dr. A. C. Boz- 
ard, Manning; and Mr. W. W. Lowrance, 
Sumter. 

How was the fee schedule worked out? 

The present professional members of the Board 
of Directors were appointed by Council in Janu- 
ary as a Committee on Fee Schedule. They in- 
cluded representatives of General Practice, Sur- 
gery, Ophthalmology and Otolaryngology, Ob- 
stetrics and Gynecology, Orthopedics, Urology 
and Pediatrics. The Committee held several 
meetings in the spring, studied, individually and 
collectively, the fee schedules of other plans, and 
after contacting other members of their specialty 
or general practice groups in the State, agreed 
on the schedule. 

Hieow does it compare with the fee schedules of 
other plans? 

It is in line with the schedules of plans in our 
section of the country, and follows closely the 
schedule now in effect in North Carolina. 
Changes were made where the Committee thought 
them advisable, but actually they were few. The 
Schedule was submitted to Council and approved 
by that body for referral to the House of Dele- 
gates. Mimeographed copies were mailed to the 
members of the House of Delegates in advance, 
and at the annual meeting in May, the schedule 
was adopted as submitted, without dissent. 

Are surgeons and obstetricians the only physi- 
cians expected to participate in the plan? 

No—if those terms are construed to mean only 
those who specialize in surgery and obstetrics. 
The plan provides payment for the services 
specified when performed by any qualified physi- 
cian. 

In what way can a general practitioner benefit 
from the plan? 

General practitioners will be paid for obstetrical 
cases and any minor or other surgery performed 
by them. In view of the obstetrical cases handled 
by most general practitioners, they should be 
among the physicians most affected. 

Why are not medical services as distinguished 
from surgical and obstetrical services, covered by 
the plan? 

Experience in other plans has shown this to be 
impracticable in the beginning. In fact, the ex- 
perience of the insurance companies generally, 
has indicated that it is almost impossible to insure 
on a safe, economic basis against sickness not 
caused by accident or involving some surgery, 
without rather strict limitation. In brief, the 
opportunity and temptation to take advantage of 
the provisions has proved too great for insurance 
against sickness in the home. 

Will it be possible to include these later? 
Certain committees from the Board of Directors 
of the plan are now looking into the feasibility of 
including within the provisions of the subscriber’s 
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agreement, payment for medical treatment by the 
physician in the hospital after the second day’s 
stay. Preliminary inquiry indicates that it may 
be possible to include this item at very little ad- 
ditional cost to the subscriber. The Board has 
taken no action on this and there is nothing 
definite about it, but if possible, this will doubt- 
less be included. 

What connection, if any, is there between Blue 
Cross and Blue Shield. 

The corporations offering the two plans are 
entirely separate and distinct. Each has its own 
membership and Board of Directors, its working 
capital and subscribers, and rules and regulations. 
Representatives of the Blue Shield Plan, however, 
have already met with the Board of Directors of 
Blue Cross and discussed tentatively, the terms 
of a proposed agreement whereby the administra- 
tive staff of Blue Cross (The South Carolina Hos- 
pital Service Plan) will handle the sales, book- 
keeping, promotional and development work of 


. the Blue Shield Plan. This arrangement is in 


effect in a number of the states and has worked 
very satisfactorily. It serves to reduce overhead 
and enable both plans to operate more 
economically, it makes for further cooperation be- 
tween the hospital and physicians’ service, and, 
most important feature, it is thereby possible to 
offer to the public, hospital and professional cost 
insurance in one package, and at the same time. 
Representatives of Blue Cross believe that the 
ability to offer medical service as well, will boost 
their sales considerably. The financial structure 
of both plans, however, will remain entirely 
separate and distinct. 

How will subscribers to the plan be obtained? 
If the arrangement discussed in the answer to the 
foregoing question, is effected, the subscribers 
will be obtained primarily through the sales 
personnel offering Blue Cross and Blue Shield. 
Blue Cross already has four or five district offices 
located in South Carolina, and others are con- 
templated. Each of these is equipped to serve 
several counties. The sales personnel are full-time 
employees of the plans. Neither Blue Cross nor 
Blue Shield is sold, like other insurance, through 
agents earning commissions. Enrollment will be 
only by groups and not of individuals. 

What will be the cost of Blue Shield to the sub- 
scriber? 

This has not yet been definitely determined. A 
Committee from the Board of Directors has been 
at work on the problem for several months. From 
the studies already made by actuaries, experienced 
with this type of coverage, it appears that it may 
be possible to offer contracts to individual sub- 
scribers at somewhat less than $1.50 per month, 
and family contracts at $2.50 per month, or prob- 
ably less. Care will be taken not to make the sub- 
scription payments too low in the beginning and 
run the risk of having to raise them soon, and 
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QUESTION: 


When is it good practice to suggest “Change to 
Philip Morris Cigarettes”? 


ANSWER: 


When patients under treatment for throat condi- 
tions persist in smoking, many eminent nose and 
throat specialists suggest “Change fo Philip Morris”* 


...the only cigarette proved** less irritating. 


@ In fact, for all smokers, it is good practice to 
suggest ‘Change to Philip Morris.” 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, New York 


DO YOU SMOKE A PIPE? . . . We suggest an unusually fine 
new blend — Country Doctor Pire Mixture. Made by the same 
process as used in the manufacture of Philip Morris Cigarettes. 


*Completely documented evidence on file. 
**Reprints of published papers on request: 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60; 
Proc. Soc. Exp. Biol. and Med., 1934, 32-241; N. Y. State Journ. Med., Vol. 35, 6-I-25, No. Il, 590-592. 
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thereby increase buyer resistance. 

Q. How do these amounts compare with insurance 
offered by stock companies, against the same 
risks? 

A. Generally speaking, they are considerably less. 
It is hard to make any definite comparison be- 
cause of the difference in the provisions of the 
contracts. As a rule, however, Blue Shield offers 
more for the money to the subscriber, and this 
accounts for its popularity particularly among the 
lower income groups. 

Q. Is Blue Shield designed to take the place of the 
conventional types of insurance now available 
from the stock companies? 

A. No. There is no intention nor desire on the part 
of those interested in Blue Shield to displace the 
well-recognized forms of insurance which have 
been on the market for many decades. Blue 
Shield, like Blue Cross, offers primarily a service 
contract. They are designed principally for people 
who wish and need to obtain protection against 
the costs of hospital and medical services for the 
least money. Blue Shield will have no particulay 
advantage over the stock companies for sub- 
scribers whose annual family incomes exceed 
$3500.00. For these subscribers, Blue Shield 
would do only what stock companies would do— 
furnish a fixed amount to be applied on the pro- 
fessional fee. 


Q. What is the attitude of Blue Shield toward the 


stock companies? 

They are looked upon as competitors furnishing 
a different type of protection against the hazards 
of sickness and hospitalization. It is recognized 
that there is ample place in the field for both 
types of coverage. People who have carried in- 
surance with the stock companies heretofore, will 
doubtless continue to do so. Blue Shield is ex- 
pected to reach, primarily, a large number of 
people who previously have had no protection at 
all. 

Q. Are Blue Cross and Blue Shield in any sense 
“socialistic”? 

A. No. Very much to the contrary, they are designed 
to arrest the socialistic trend. They are not owned, 
controlled or subsidized by the state or federal 
government. Subscribers do not become part 
owners. They are primarily service organizations 
and simply because they are not organized for 
profit, is no indication that there is anything 
whatever socialistic in their organization or 
method of operating. 

(to be continued ) 


BLUE SHIELD IN MICHIGAN 


As South Carolina physicians consider seriously, 
and make plans for beginning operation of their own 
medical care organization, they will be interested in 
the experience of plans now operating, and the suc- 
cess or failure of methods already adopted. 
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One of the most successful plans in the country has 
been Michigan Medical Service, whose history is re- 
lated in the June, 1949, issue of the Journal of the 
Michigan State Medical Society. 

Although its subscribers at the present time number 
well over 1,000,000, and its financial reserves amount 
to about $2,000,000, the life of Michigan Medical 
Service has not always been a bed of roses. We may 
always profit by the experience of others, and it would 
be well for the members of the South Carolina Medi- 
cal Association to give some thought and attention to 
the experience which the new successful Michigan 
organization had in its beginning and formative years. 

The Michigan plan began operation on March 1, 
1940. It first offered a complete medical care program 
covering medical services rendered in the patient's 
home, the doctor’s office, and the hospital. The ob- 
jective of the doctors of Michigan was to provide a 
medical program that was complete in every respect. 

That, indeed, is the ideal which any medical or- 
ganization would hope to attain, but the experience 
of Michigan points rather clearly to the impracticabil- 
ity of such a plan. We may say in passing that some 
of the same features which prevent the feasibility of 
a nationally-controlled scheme of compulsory health 
insurance, would to a large extent also render im- 
practicable a similar all-inclusive plan, operated even 
by the medical profession itself. 

“In the absence of actuarial data,” the history of 
MMS continues, “the rate for this complete medical 
care program was set at $4.50 a month for a full 
family—a figure which proved to be barely half the 
actual cost of providing service to the average family 
at that time. In spite of this half-cost figure, the pro- 
gram attracted only negligible public interest. There 
developed almost immediately a considerable public 
pressure for protection against the costs of only major 
illness, and in response to this pressure Michigan 
Medical Service developed a program providing for 
surgical care in hospital cases. In twenty-seven months 
more than 350,000 persons were enrolled for this 
limited or surgical protection. During the same period 
of time, the maximum number enrolled under the com- 
plete medical care program was only 7,375 persons. 
Because of lack of public interest, the complete medi- 
cal care program was discontinued in June, 1942.” 

It is still the intention of the Michigan organization 
to broaden the coverage as rapidly as possible, and 
has carried out a survey in the State through a method 
of sampling public opinion, for the purpose of de- 
termining the extent of the public interest in a pro- 
gram providing for medical care generally. 

Michigan found that, although rates for the surgical 
care program were established to cover twice the 
amount of surgery normally required by the popula- 
tion in that State, this was insufficient by a wide 
margin. At one time, the amount of surgery required 
by subscribers to the Service was nearly four times 
the normal requirement, and rate adjustments neces- 
sarily were made upward. 
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“In the Mountains of Meridian” 
Hoye’s Sanitarium 


Meridian, Mississippi 


DIAGNOSIS AND TREATMENT OF 
NERVOUS AND MENTAL DISEASES 
AND ALCOHOLICS. 

Shock Therapy, (Insulin, Metrazol, E'ectro 
Shock). Other approved treatments. Violent 
patients or Morphine addicts not accepted. 

A good place to spend a Vacation. 
Write P. O. Box 106 
Telephone 524 
Dr. M. J. L. Hoye, Superintendent 


Fellow of the American Phychiatric 
Association 


ELASTIC STOCKINGS 
SUPPORTS, TRUSSES 


HORNSCO Seamless One- 
Way Stretch Stockings, 
Knee Caps, Anklets. 
Firm, Even Support. 


Bauer & Black 
Elastic Stockings 
‘Two-Way Stretch 

Inconspicuous 
Under Sheer Hose 


Good. truss fitting is 
only achieved from 
experience and prac- 
tice. 

Both Ladies and 
Men Fitters, Profes- 
sionally Trained. 


For the Relief of Sacroiliac Strain or 
Luxation of Sacral Articulation 


Authorized agents for: 


CAMP supports 
BAUER & BLACK stockings 
HORNSCO supports, stockings, trusses 


Winchester 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical 8 Winchester-Ritch Sargical Co. 
106 East 7th Street Tel 2.4109 °C 111 N Greene St Tel 5656 Greensboro, N C 
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As would be expected, the great majority of sub- 
scribers to the Michigan program, thus far, are em- 
ployees of business and industrial establishments. 
Incidentally, the enrollment of the Ford Motor Co, in 
November, increased the membership by 27.5 percent 
for the year, and brought the total enrollment to more 
than a million and a half. But the program is not con- 
fined to industrially employed groups, despite the 
prevalence of these in the State of Michigan. 

“For the enrollment of farmers a very active pro- 
gram is under way. Over 650 farm groups already 
have been enrolled through Farm Bureaus, Granges, 
farmer co-operatives and the Farm Security Ad- 
ministration. 

“For the enrollment of the self-employed and others 
who do not belong to an eligible group, Michigan 
Medical Service and Michigan Hospital Service have 
a program of community enrollment through which 
interested persons in practically every part of the 
state, periodically, are given the opportunity to obtain 
protection through these two organizations. 


“For persons who cannot afford to pay, Michigan 
Medical Service and Michigan Hospital Service are 
seeking a means of co-operating with the government, 
whereby “wards of government” and the indigent will 
not be segregated in charity facilities but will be en- 
titled to the same sort of service as any subscriber and, 
for all practical purposes, will be indistinguisable 
from subscribers paying their own way. The program 
providing for the care of veterans in service-connected 
cases offers a suggestion as to how this objective may 
be realized.” 


The difference in the problems of administration of 
a medical service plan and a hospital service organiza- 
tion, are pointed out in the further story of Michigan’s 
development. The same will be true in South Carolina 
and this points up the great importance of securing 
the fullest cooperation possible from the members of 
the medical profession. 


As of March 31, 1949, MMS had paid $34,653,- 
626.04 to doctors for services provided in 575,574 
cases. That, to our way of thinking, is no mean 
achievement for an organization within the space of 
nine years. At present one of every five residents of 
Michigan is protected by the Plan, and the growth in 
the number of subscribers last year alone amounted to 
376,280 persons. It is expected that within a few years, 
a majority of the entire population of the State will be 
covered by Michigan Medical Service. 


From a high of 20.05 percent of income paid for 
administration of the Service in 1940, the cost has 
dropped steadily to a low of 10.99 in 1947. There was 
a brief rise again in 1948, to 11.81, occasioned no 
doubt by the heavy new enrollment experienced that 
year. This percentage of the total income, necessarily 
applicable to cost, is in line with the experience of 
the most successful plans, generally, throughout the 
country. The writer of the article sums up the general 
opinion on the Plan as follows: 
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“Michigan is a single state and cannot speak for 
the balance of the nation. However, it is believed 
that the grass roots approach, which is highly sensi- 
tive to public demand and local requirements, has 
been fundamentally responsible for the development 
of the Michigan plan. It is characteristic of the more 
or less spontaneous growth of developments such as 
these that they spread very rapidly, with each locality 
throughout the nation borrowing the best features of 
local accomplishments elsewhere.” 


And the following, we believe, truly expresses the 
type of cooperation which would lead to the nearest 
complete solution to the problem of the rendition of 
medical service to those otherwise unable to obtain 
the same: 


“From our experience in Michigan, we are certain 
that a true spirit of cooperation between voluntarly 
health care organizations and governmental health 
agencies can produce for the nation the most effective, 
enduring and progressive system of health care. 
Voluntary health organizations should not attempt to 
do the whole job any more than should government 
attempt to do so, for the reason that any monopoly 
of health services, whether economic or otherwise, 
inevitably will lead to degeneration of the entire sys- 
tem. For greatest continued progress, it is imperative 
that there be maintained the sort of health care system 
which is characterized by a proper spirit of competi- 
tion and by the existence of natural balances and 
checks in the best American tradition.” 


MEDICAL SERVICE AND SOCIALIZED 
MEDICINE* 


By Hon. Arthur H. Vandenberg 
Senator from Michigan 


There is vast propaganda today for socialized medi- 
cine. I think it would destroy precious personal re- 
lationships in the American way of life, produce whole- 
sale mediocrity in the skills which serve the sick, and 
saddle us with a new and appalling bureaucracy. But 
this does not require me to blind my eyes to the ex- 
istence of a crushing and well-nigh universal sick 
problem in the lives of millions of our citizens. It is 
a problem that must be met. But we have a choice of 
methods. One is voluntary and therefore typically 
American. The other is involuntary and_ therefore 
typically bureaucratic. The latter is socialized medi- 
cine. The former is co-operative medicine. I expect 
the American people and the Republican Party to 
choose the former. I want my party to look at the 
great, humanitarian, co-operative effort of the Blue 
Cross, for example, which represents co-operation and 
not compulsion. It comes to finest fruition here in 


° Reprinted from the Congressional Record, February 
14, 1949. 
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Michigan where one of four of our people already 
thus have cheaper and better protection than they 
would ever get from socialized medicine. Probably 
two out of four of our Michigan people are covered 
by this or other voluntary plans. 


BLUE SHIELD IN RURAL AREAS 


With South Carolina so predominantly rural, and 
with Blue Cross and Blue Shield both operating on 
the basis of group enrollment, people are apt to in- 
quire as to the probability of the success of these 
organizations in this State. Some may be inclined to 
think that, while the experience is good in industrial- 
ized areas, the conditions among farming groups are 
such as to render them impracticable. That, however, 
has not been the experience in some of the places 
where Blue Cross and Blue Shield have been operat- 
ing most successfully. 


Michigan is a case in point. Its Medical Service is 
now enioying as successful an experience as any other 
plan in the country. 


At the close of 1948, according to an article in a 
recent issue of the Journal of the Michigan State 
Medical Society, approximately 30,000 persons were 
enrolled in Blue Cross through 580 Michigan Farm 
Bureau groups. At the same time, 3,000 members of 
50 Grange organizations were also enrolled. A total 
of 9,000 new Blue Cross members were added through 
114 Farm Bureau groups in 1948. This represented a 
greater increase in enrollment than in the previous 
year, among rural groups, and was the result of much 
time devoted to education of the organizations in the 
matter of enrollment and servicing. According to the 
article, payments from the rural groups are on a col- 
lection system. Each organized county has a county- 
wide Blue Cross Secretary through whom the organiza- 
tion functions. Yearly training conferences are held 
for the various secretaries in each county. Numerous 
rural groups have added the surgical or the medical- 
surgical service to the hospital plan, by which alone 
they were previously protected. As a result, at the 
present time more than half the rural subscribers have 
full hospital and surgical service, and most of the new 
groups are taking all three of the services available. 


Attention is now being given to the enrollment of 
subscribers to Blue Cross and Blue Shield in Michigan 
on a community, and in some instances a county- 
wide basis. Such development naturally comes about 
only after years of experience and highly centralized 
activity by a well-trained group. It would be neither 
possible nor practicable for South Carolina at the 
present time, but it indicates the point to which this 
type of insurance protection may be developed over 
a period of years. 


At any rate, whatever the difficulties attendant upon 
it, this type should be highly preferable to, much more 
satisfactory, and far less expensive than any type of 
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compulsory, government-administered system of 
health insurance. 


ASSOCIATED MEDICAL CARE PLANS 


The various medical care plans operating in the 
different states, under the sponsorship and control of 
the doctors, are entirely separate entities. Each is 
organized and incorporated under the laws of the state 
where it operates. Members of the profession and 
others will be interested to know the extent of the 
connection between the various plans. 


As a matter of fact, there is no organic relationship 
among the several plans. Each is organized in- 
dependently, and is entirely autonomous. The Blue 
Shield Plans do, however, like the Blue Cross, have 
certain required standards which they must meet in 
order to entitle them to the use of the Blue Shield as 
a symbol of the type of service offered. And there is 
a central organization devoted to the purpose of co- 
ordinating the activities and advancing the interests 
of the Blue Shield Plans in general. 


This organization, the Associated Medical Care 
Plans, was set up under the sponsorship and with the 
approval of the American Medical Association. At the 
June meeting of its Board of Trustees, in Atlantic 
City, the application of the South Carolina Medical 
Care Plan for associate membership was approved, 
and this organization, therefore, has already become 
affiliated with the Associated Medical Care Plans. A 
history of the latter organization, and description of 
its activities, was included in the June issue of the 
Michigan State Medical Journal, and the facts therein 
contained will be of interest and benefit to the mem- 
bers of the profession in South Carolina: 


“The Associated Medical Care Plans, often referred 
io as “AMCP’ or ‘Blue Shield’, had their beginnings in 
the fall of 1942, when the few plans then in existence 
decided to get together in an attempt to help each 
other in problems of administration of voluntary non- 
profit medical service plans. 


“A meeting held in Detroit resulted in the formation 
of the Council of Medical Service Plans of America 
in the spring of 1943. This was an informal association 
without charter, by-laws, or even any staff. Michigan 
Medical Service supplied much of the impetus toward 
the organization and its activity, as well as its chair- 
man for the two years of its existence. Its activities 
consisted mostly of discussions held at times and 
places related to other medical group meetings. 


“The plans, orginally eleven in number, had by 
1945 grown to forty-three, and felt the need of a more 
formalized organization and a much expanded and 
coordinated activity in behalf of its member plans. 


“The present AMCP was organized in 1946 at 
meetings held at the AMA Headquarters in Chicago, 
and secured an Illinois nonprofit charter with a grant 
of $25,000 from the AMA to get it started. It is now 
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Your local pharmacy 
stocks Neo-Antergan Maleate 
in 25 mg. and 50 mg. tablets, 
supplied in packages of 100and 1,000. 


IN HAY FEVER 


HIGH 
Antihistaminic 
Potency 


HIGH 
Index of Safety 


Hin antihistaminic potency, com- 
bined with a high index of safety and a 
relatively low incidence of side effects, 
recommend Neo-Antergan* for prompt, 
safe, symptomatic relief in hay fever 
and other allergic manifestations. 

In a recent clinical study! in which 
several leading antihistaminic com- 
pounds were employed, Neo-Antergan 
was found to have little or no sedative 
effect in the majority of patients, and 
became the favorite medication of am- 
bulatory patients who were treated with 
more than one antihistaminic agent. 
*Neo-Antergan is the registered trade-mark of 
Merck & Co., Inc. for its brand of pyranisamine. 


1. Brewster, J. M., U.S. Naval Med. Bull. 49; 1-11, 
January-February 1949. 
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sustained by dues from the member plans. With a 
membership of sixty-two plans, it now represents all 
qualified plans in the United States with the exception 
of four. 

“Its purposes are set forth in its constitution: 

“The objects of the corporation are to promote the 
establishment and operation of such nonprofit, vol- 
untary medical care plans throughout the United 
States, its territories and possessions, and Canada as 
will adequately meet the health needs of the public 
and maintain the high quality of medical care ren- 
dered by the medical profession. Inherent in its ob- 
jects is a recognition that state and local medical 
care plans should be autonomous in their operation 
so that the needs, facilities, resources and practices 
of their respective areas can be given due considera- 
tion, but that the health and welfare of the public is 
advanced by the co-ordination through the medium 
of this corporation, of methods, coverages, operations 
and actuarial data. 

“Its affairs are directed by thirty commissioners, 
twelve plan executives, twelve plan trustees and six 
representatives of the Council on Medical Service of 
the AMA. The officers elected by the commission are: 

President—Harold L. Schriver, M. D. 
Vice President—R. L. Novy, M. D. 
Secretary—O. B. Owens, M. D. 
Treasurer—Jay C. Ketchum 


NEWS ITEMS 


Dr. John D. Hilliard and family have moved to 
Latta where Dr. Hilliard is doing general practice. 


Dr. Richard C. Horger has opened offices in 
Orangeburg for the practice of Obstetrics and 
Gynecology. 


The Piedmont Proctologic Society, a sub-section, of 
the American Proctologic Society was organized in 
Asheville, N. C. on July 30, 1949. All of the Procto- 
logists, who are members of the American Procto- 
logic Society, in the states of Virginia, North Carolina, 
South Carolina, Tennessee and Georgia are eligible 
for membership and all of the states were represented 
at the organization meeting. 

Dr. Issac E. Harris, of Durham, N. C. was chair- 
man of the organization committee, Dr. C. S$. Drum- 
mond, of Winston-Salem, N. C. its Secretary; Dr. Geo. 
F. Parker, of Asheville, N. C. the host; Dr. W. T. 
Brockman, of Greenville, S. C. was to select a name; 
Dr. C. R. Deeds, of Hendersonville, N. C. to draw up 
the Constitution and By-Laws. 

Dr. . T. Brockman, of Greenville, S. C. was 
elected its first President; Dr. C. R. Deeds, of 
Hendersonville, N. C. its first Vice-President; Dr. C. S. 
Drummond of Winston-Salem, N. C. the first Sec- 
retary-Treasurer. 

The next meeting will be held in Atlanta, Ga. on 
December 5, 1949. 
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“Responsible for the execution of its affairs in its 
Chicago headquarters are P. R. Hawley, M. D., as 
chief executive officer, and Mr. F. E. Smith, director. 


“AMCP has done much to encourage the develop- 
ment of new plans in state and local medical societies, 
with 


particularly in the field of enrollment, statistics, ac- 


assisted many plans operating problems, 
counting and plan relations with the public, the pro- 
fession and with companion hospital service plans. 
“The problem of satisfactory enrollment methods 
for employees of national employers has been and is 
receiving a great deal of attention by the AMCP. 
There has been some difference of opinion in this 
matter. AMCP and the Council on Medical Service of 
the AMA have not always agreed on some proposals. 


“It has been pointed out that the AMCP is repre- 
sentative of the medical profession as is the Council 
on Medical Service or any other group within the 
AMA inasmuch as the board of member plans are, in 
one way or another, chosen by the local or state 
societies, much as they select their delegates to the 
AMA, and in turn, the boards of the plans selected 


their representatives in AMCP and its commissioners.” 


The 12th Annual Symposium of the Duke Medical 
School will be held at Durham, N. C., Thursday, 
Friday and Saturday, October 13, 14 and 15th. The 
general subject will be the “Basis of Disease”. Among 
the guest speakers will be doctors Stanley Bradley, 
New York City; D. E. Clark, Chicago; John Dingle, 
Cleveland; Robert Elman, St. Louis; Paul Klemperer, 
New York; Joseph Lilienthal, Jr., Baltimore; C. N. H. 
Long, New Haven; William Parsons, Charlottesville; 
Hans Selye, Montreal and Robert Wilkins, Boston. 


Excellent opportunity for general physician desirous 
doing country practice. Town of 400. Nearest hospital 
(private) four miles, Office and/or attached drug 
store and/or home for rent or sale if desired. Es- 
pecially good opening for a young man willing to 
work hard. Established practice. No competition. 
Unusually well paying, large, surrounding territory. 
Good schools. Paved highways. South Carolina. Fo. 
information contact N. O. Eaddy, M. D., Sumter, 
S. C. or write P. O. Box 116, Johnsonville, S. C. 


resident physician in 150-bed sanatorium 
for nervous and mental disorders. Training 
in psychiatry preferred but not essential. 
Excellent salary. If interested in employ- 
ment under excellent conditions, near a 
thriving Southern city, write qualifications 
and date of availability to Dr. Orin R. Yost, 
Edgewood Sanatorium, Box 539, Orange- 


WANTED: Young Gentile graduate of z 
Class A medical institution to serve as 
burg, S. C. 
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ABSTRACTS 


Schiff, C. A., Goldberg, S. L., Necheles, H.: The 

Prevention of Abdominal Adhesions, Experimental 

Study on the Role of Gastro-Intestinal Motility, 
Surg. 25:257 February 1949. 


The known factors causing the formation of ad- 
hesions, such as general health, infection, trauma, the 
presence of foreign bodies, and the blood supply to 
the parts, are discussed as well as a review of usual 
methods employed in prevention of adhesions. 

Adhesions were produced in the peritoneal cavity 
of dogs by spreading 0.25 grams of surgical talcum 
powder over the serosal surfaces of the small intestine. 
The authors divided the experimental animals into two 
groups, in one of which every effort was made to 
stimulate peristaltic activity of the bowel by early 
feeding and repeated administration of Prostigmine 
methylsulfate hyperdermically. In the other group an 
attempt was made to suppress peristaltic activity by 
means of starvation and repeated administration of 
atropine hyperidermically. 

Results of these experiments showed 71% fewer 
adhesions in the group in which motility of the bowel 
was stimulated. It was also shown that increased 
motility of the bowel decreased the density of the 
adhesions formed. 

The experiments cited have clinical implications. 
Early feeding and early ambulation and, in selected 
cases, the use of Prostigmine are valuable in stimu- 
lating peristalsis. This increased activity prevents the 
peritoneal surfaces of bowel from remaining adherent 
to other mesothelial surfaces long enough to permit 
fibrous union. If the fibrinous agglutination of the 
surfaces can be prevented during the first few post- 
operative days, the formation of fibrous adhesions 
should be prevented, since the mesothelial heals in 
four to seven days. 

It is emphasized that there may be contraindications 
to the use of early feeding and to Prostigmine. 


Morton, C. B. II: Postcholecystectomy Symptoms 
Due to Cystic Duct Remnant; Surg. 24:779, No- 
vember, 1948 

Among the more tangible causes for symptoms 
referable to the biliary tract following cholecystectomy 
are stone in the extrahepatic ducts, cholangitis, hepa- 
titis, pancreatitis, errors in diagnosis, ill-advised 
operation, and neurogenic factors. Although a 
remnant of the cystic duct left at the time of opera- 
tion has been recognized as a cause of biliary tract 


symptoms, it has received relatively scant attention. 

The author reports 7 cases, in which operation re- 
vealed a cystic duct remnant to be apparently the 
sole cause of post-cholecystectomy symptoms and in 
which removal of the remnant relieved the symptoms 
completely. All cases presented symptoms including 
pain and jaundice to such a degree that further ex- 
ploration was advisable. 

The operative procedure in each, in addition to 
general exploration and particular inspection of the 
liver, duodenum, and pancreas, was directed at ac- 
curate exposure of the extrahepatic ducts and careful 
exploration of them by prebing and irrigation. The 
cystic duct remnant was ligated at its entrance to the 
common duct and excised. A T-tube was left in the 
common duct for drainage and decompression. 

All patients have been followed at intervals from 
one and one-half to seven and one-half years after 
operation and none has had recurrent symptoms, 


Mosely, V.: The Use of Tripelennamine Hydro- 

chloride (Pyribenzamine) as a Topical Anesthetic; 

The Amer. J. of Digestive Diseases, 15:410. 
December, 1948. 

In a series of 30 patients the author has produced 
a very satisfactory anesthesia of the oral and phar- 
yngeal mucosa, prior to gastroscopy, with a 1% 
aqueous solution of Tripelennamine hydrochloride 
lasting from 45 to 90 minutes. 

Each patient was instructed to agitate about in the 
mouth a 10 cc portion of the above solution for at 
least 3 minutes. Then, after a 4 to 5 minute rest 
period the process was repeated. 

The drug has also been used with excellent results 
in 5 patients with very sensitive gag reflexes prior to 
the passage of a gastric tube; 2 patients with apthous 
stomatitis who were previously unable to eat; 2 pa- 
tients with acute follicular tonsillitis enabling them to 
take fluids and oral medications; 1 patient with a very 
painful carious tooth who was given immediate relief 
with a small amount of the drug in powdered form 
placed in the cavity; 2 patients with painful hemor- 
rhoids who were treated locally with the drug in 2% 
strength in a water soluble ointment base. 

None of the patients observed any unpleasant 
effects or side reactions except for a bitter taste which 
lasted only from 30 to 45 seconds. 

The author believes this drug will prove safer than 
some of the now more generally used topical anes- 
thetics. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


Your State chairman of Hygeia extends greetings 
and best wishes to each Auxiliary member in our 
State. We hope this year will be our best year for this 
our authentic health magazine. Hygeia has served to 
make the public conscious of the noble work that 
physicians are doing to make people well and to kee 
them well, notwithstanding the fact that a physician's 
income depends on the service he renders to people 
while they are ill. In other words, “Hygeia is an 
ambassador of good will”. 

I have sent a letter with all necessary literature to 
each County Hygeia chairman asking them to try and 
place subscriptions in homes, schools, libraries, doc- 
tor’s and dentist offices. beauty parlors, clubs and any- 
where it may be read by the public to educate them 
on what is true in health articles based on scientific 
facts, and what is false, based on theory, fanaticism, 
etc. May I also ask each member of the State Auxil- 
iary to secure at least one subscription—either to place 


in your husbands office, or if he is already a sub- | 


scriber, in another home or office? 
Thanks for all your cooperation. 


Sincerely, 


Irene Strother Corn 
(Mrs. C. P. 


TO AND ABOUT MEMBERS 
Have you paid pon Auxiliary dues for 1949-50? If 


you haven't you'll soon be hearing from your local 
membership chairman. During the summer a member- 
ship campaign was formulated, and your county chair- 
man is probably hard at work right now. We want all 
of you back in the fold, and we have work we'd like 
you to help us with. 

Briefly, here it is: we want more members for the 
Auxiliary, and you can help to get them just by drop- 
ping a good word where it's needed. Last year we had 
about 550 members, which was a great increase over 
previous years. But last year the S. C. M. A. had 1100 
members. In other words, we had reached only half 
of our potential strength. Under our constitution doc- 
tors’ mothers and daughters can have full membership 
along with doctors’ wives, so that bachelors and 
widowers can be represented too. Our ultimate goal 
is obviously to have an Auxiliary member for each 
doctor in the State. 

We cannot, perhaps, hope to reach the ultimate 
goal this year. There are still parts of our State which 
are not covered by a branch of the Auxiliary. Until 
we have groups organized for the women in these 
areas, We cannot expect maximum interest from them. 
We can, however, try to enroll them as members-at- 
large or associate members, and invite them to attend 
meetings held in neighboring counties. This will bring 
us nearer our goal. 

In the meantime, we can all work hard within our 
organized areas to achieve one hundred percent of the 
potential enrollment. In every county ton are doc- 
tors’ wives who should but don’t belong to the Auxil- 
iary. Perhaps they are already overworked with duties 
of other organizations. Or perhaps they are just not 
typical club women. Most of them would be willing 
to join the Auxiliary if they were properly approached. 
And that’s where you come in. 


Each of you probably knows some of these women. 
Watch for an opportunity to enlighten them. Tell 
them of our pe ow loan funds, our work with na- 
tional health drives, our aims to improve health con- 
ditions in the State, our desire for increased fellowship 
among doctors’ families, and our attempts to back up 
the South Carolina Medical Association in every way 
we can. Let them know that their passive support is 
of value to us. Even if they cannot now be active 
participants in our program, we want their names on 
our rolls. Their names will give us moral support, and 
their dues, added to the common fund, can materially 
increase the scope of our work. 

We don’t expect our members to be one hundred 
percent active—no organization ever attains that ideal. 
But we can hope to have our membership roll one 
hundred percent complete. 

We have an organization of doctors’ wives in the 
State. working for the good of their husbands, their 
families, their neighbors. Membership requirements 
for the organization consist of payment of about five 
dollars a year and a desire to further the common 
interests at stake. 

If we make clear the meaning and aims of the 
Woman's Auxiliary, can any doctor’s wife in her right 
mind refuse at least to join the Auxiliary? 


Mrs. John A. Seigling 
Membership Chairman 


STAND UP AND BE COUNTED 


In line with a general movement throughout the 
country, the Woman’s Auxiliary to the South Carolina 
Medical Association at its annual convention at Myrtle 
Beach, May 18, 1949, went on record as opposing the 
National Compulsory Health Insurance Program ad- 
vocated by Mr. Truman in his health message to the 
nation. In a strongly worded set of resolutions, our 
State Auxiliary has vigorously condemned any political 
action that would rob medicine of its tried and proven 
system of free enterprise. 

The Auxiliary to the Columbia Medical Society 
promptly followed the action of the State Auxiliary 
at its meeting on May 31, 1949 and also went on 
record as opposing Compulsory Health Insurance. 

The advocates of socialized medicine have adopted 
a policy of “delayed action” for the present, giving us 
the opportunity to gather momentum in our crusade 
to eevee our cherished heritage of freedom. A 
swiftly rising tide of opposition to socialized medicine 
from organizations all over America give overwhelm- 
ing proof of the desire of our people to maintain a 
system of private enterprise. 

As of June, 1949, two important South Carolina or- 
ganizations, the State Chamber of Commerce and the 
State Federation of Business and Professional Women’s 
Club, as well as the State Medical Auxiliary and the 
Columbia Medical Auxiliary have adopted resolutions 
that > ge out for Voluntary plans. 

Wake up, County Auxiliaries!! March with the 
crusaders. Adopt resolutions at your next meeting to 
show how you stand on this vital issue. Send a copy 
of your resolutions to your State Legislative Chairman 
for her records, to the South Carolina Medical Asso- 
ciation, to the President of the United States, to each 
member of the Senate and of the House of Representa- 
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tives from South Carolina, and to the Directors of the 
National Education Campaign of the American Medi- 
cal Association. 

The following is a copy of “A Resolution Passed at 
the Annual Convention of the Woman’s Auxiliary to 
the South Carolina Medical Association at Myrtle 
Beach, South Carolina, May 18, 1949.” 

Mrs. Manly E. Hutchinson, State Legislative 
Chairman 

Woman’s Auxiliary to the South Carolina Medical 
Association. 

A RESOLUTION PASSED AT THE ANNUAL 
CONVENTION OF THE WOMAN’S 
AUXILIARY TO THE SOUTH CAROLINA 
MEDICAL ASSOCIATION AT 
MYRTLE BEACH, §. C. 

MAY 18, 1949 

Realizing that needed medical and health services 
should be made available to every individual in the 
United States, and 

Whereas, great pressure is being exerted on 
Congress to pass legislation which would place under 
government control the health and medical care o 
the people of the United States, and 

Whereas, such action would undermine the personal 
interest, initiative, and private research on the part 
of the medical — and destroy the physician- 
patient relationship, and 
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Whereas, under a system of free enterprise the 
American medical profession has established the 
world’s highest standards; thereby helping the United 
States to oes the healthiest major nation in the 
world, and 

Whereas, the experience of all countries where Gov- 
ernment has assumed control of all medical services 
has shown that there has been a gradual decline in 
the health of the people, and 

Whereas, we believe the most effective approach to 
the National health problem lies in the extension and 
development of Voluntary Health insurance, therefore 

BE IT RESOLVED that the Woman’s Auxiliary to 
the South Carolina Medical Association does hereby, 
in convention assembled at Myrtle Beach, South Caro- 
lina, May 18, 1949, go on record as opposing the 
Compulsory Health Insurance program now before 
Congress, and such bills which may be proposed, on 
the grounds that they are scientifically unsound, 
economically wasteful, and politically un-American, 


and 

BE IT FURTHER RESOLVED that a copy of this 
resolution be sent to the South Carolina Medical Asso- 
ciation, to the President of the United States, to each 
member of the Senate and of the House of Repre- 
sentatives from South Carolina, and to the Directors 
of the National Educational Campaign of the Ameri- 
can Medical Association. 


DEATHS 


WILLIAM WARREN BOYD 


Dr. William W. Boyd, 68, died at the Spartanburg 
General Hospital, August 11. 

A native of Clinton, Dr. Boyd received his educa- 
tion at Wofford College, Richmond Medical College 
and the Medical College of the State of South Caro- 
lina (1909). Soon after he secured his degree in 
medicine he went to Spartanburg and practiced medi- 
cine in that city until the time of his death. 

Dr. Boyd was not only a highly respected physician 
but a community leader and a loyal worker in the 
activities of his profession. He served as President of 
his County medical society and of his district medical 
society and represented his district on the Council of 
the South Carolina Medical Association for several 

ears. He was respected and loved by all who knew 


im. 
Dr. Boyd is survived ty his widow, the former Miss 
Carolyn Felder, and two brothers. 


GOVAN BRAGG HARLEY 


Dr. G. B. Harley, 86 years old, died at his home in 
Dorchester, July 28. 

A graduate of the Medical College of Chattanooga, 
Dr. Harley practiced medicine in Dorchester County 
until he retired in 1933. 

Surviving are his widow, the former Miss Margaret 
Bell, five daughters and three sons. 


HILLYER RUDISILL, JR. 


Dr. Hillyer Rudisill, fr. 47 years of age, died at his 


home in Charleston, July 27, after a long illness. 

Born in Macon, Georgia, Dr. Rudisill received his 
education at Mercer University and also studied at 
Emory University. He was graduated from Jefferson 
Medical College in 1924. He moved to Charleston in 


1931 from Chicago where he had been an instructor 
in radiology at the University of Chicago Medical 
School. In 1944 Dr. Rudisill accepted the position of 
Associate Professor of Radiology at the Medical Col- 
lege and Chief of the Roper Hospital X-ray depart- 
ment. He was forced to resign from this position in 
August 1948 because of ill health. 

Surviving are the widow, Mrs. Helen Heard Rudi- 
sill, a son, Hillyer Rudisill, II], and a daughter, Cecily 
Preston Rudisill, all of Charleston. 


HENRY A. WILLIS 


Dr. Henry A. Willis, 47, died suddenly at his home 
in Moncks Corner on July 20. Although he had not 
been entirely well for the past few months, his death 
was unexpected. 

Dr. Willis received his education at Clemson Col- 
lege and at the Medical College of the State of South 
Carolina (1927). He had practiced medicine in 
Moncks Corner since 1933. 

Dr. Willis is survived by his widow and one daugh- 
ter. 


WALTER L. BATES 


Dr. Walter L. Bates, 58, died August 11, at the 
Hotel Greenville where he had lived for many years. 

A native of Clifton, Dr. Bates received his educa- 
tion at Furman University and Vanderbilt Universit 
Medical School. During World War I he served wit 
the ROTC. He opened his offices for the practice of 
medicine in Greenville in 1920 and had practiced 
there since that time. 

Dr. Bates was a member of the Greenville County 
Medical Association, The S. C. Medical Association 
oy American Medical Association. He was also 
an 
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THE EIGHTH ANNUAL ALUMNI POST GRADUATE SEMINAR 
November 3 and 4, 1949 


The program of the Seminar is nearly complete, and 
announcement is being made now so that plans to at- 
tend can be made. Based on results of the last 
questionnaire sent out by the secretary, several 
changes in the form of the program have been made 
which it is believed will make it more generally at- 
tractive. 

The changes include: Shortening the program to a 
day and a half so that practitioners will not have to 
be away from home so long; substituting more 
speakers for the case presentations and round table 
discussions in order to cover essentially the same 


zround in half the time; and including two speakers 
rom the Medical College faculty, to enable the prac- 
titioners of the state to understand better what is going 
on at the College and see who makes up the institu- 
tion they are supporting. 


This will be the last seminar directly sponsored by 
the Alumni Association. Now that its worth to the 
College and its graduates has been demonstrated, the 
College has offered to take it over in the future, and 
the Alumni Association has voted to use its efforts and 
funds in other directions. 


THE EIGHTH ANNUAL ALUMNI POST GRADUATE SEMINAR 
BARUCH AUDITORIUM 
Medical College of the State of South Carolina 
November 3 and 4, 1949 


Thursday, November 3rd: 


9:15 A. M.—Welcoming speech; announcements. 


9:30 A. M.—Faculty speaker. 


10:00 A. M.—Dr. Richard H. Lyons, Professor of Medicine, Syracuse University School of Medicine: 
“Pathogenesis of Heart Failure and its Treatment.” 

11:00 A. M.—Dr. J. Englebert Dunphy, Assistant Professor of Surgery, Harvard Medical School: “The 
Treatment of Massive Upper Gastro-Intestinal Bleeding.” 


12:00 Noon—Dr. James F. Norton, Jersey City, N. J., Chief of Service, Margaret Hague Maternity Hos- 
pital: “Management of Pregnancy with Emphasis on Early Recognition of Toxemia.” 


1:00 P. M.—Medical College Luncheon, Library. 


2:30 P. M.—Dr. Francis F. Schwentker, Professor of Pediatrics, Johns Hopkins Medical School: “The 
Treatment of Pneumonia in Children.” 


3:30 P. M.—Dr. Earle M. Chapman, Instructor in Medicine, Harvard Medical School: “Thyroid Dis- 


eases. 


Evening—Founders Day Banquet. Speaker, Dr. J. R. Heller, Director, National Cancer Institute: “Current 


Trends in Cancer Research.’ 
Friday, November 4th: 
9:00 A. M.—Faculty Speaker. 


10:00 A. M.—Dr. Howard Ulfelder, Clinical Associate in Gynecology, Harvard Medical School: “A Criti- 
cal Review of Exfoliative Cytology as applied in the Diagnosis of Malignant Disease.” 


11:00 A. M.—Dr. Lloyd G. Lewis, Associate Professor of Urology, Georgetown University School of Medi- 
cine: “Cancer of the Genito-Urinary Tract.” 


12:00 Noon—Dr. T, Nelson Carey, Clinical Professor of Medicine, University of Maryland: “Diabetes.” 
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